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N 001! 1200-8-6 Initial Comments N Q01
A Licensure survey was completed on January
29, 2014, at, NHC Heaithcare McMinnville. No
deficiencies were cited under Chapter 1200-8-5,
Standards for Nursing Homes.
]
|
]
i
| : L
Division of Health Care Facilities TITLE (X6) DATE

LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

STATE FORM

6895

QH3H

If continuation sheet 1 of 1



